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ExecutivesSummary

The Family First Prevention Services Act (FFPSAdwpted in February 2018 as part of the
Bipartisan Budget Act (HR. 1892). FFPSA makes federal resources available through
reimbursement for prevention services related to mental health services, substance abuse
treatmentand improved parentingkillsfor children whoare at imminentrisk of entering

foster care owho area candidate for foster care. FFPSA is designed to help the public child
welfare system focus on improving family stability, scaling up prevention services, decreasing
foster careentry anddecreasingongregatecareto only whenclinicallynecessaryThelndiana
Department of Child Services (DCS) has committed to use the tools in FFPSA to support the DCS
vision. DCS is focusing on presenttupsierfamilies in their home of origiwhen it is safe to

do so,improving outcomes across the child welfare system, ensuring appropriate residential
treatment use only when children demonstrate the clinical need for such care, and thriving
financially ina postTitle IV-EWaiverenvironment.

DCSVISION

Childrenwill live in safe,healthy, and supportivefamiliesand
communities.

FFPSA/ISION

DCS will use the tools in FFPSA to preserve families in their home of origin when it is safe to (

focus on improvingutcomes across the child welfare system, ensure appropriate residential

treatment use only when children demonstrate the clinical need for such care, and thrive financi
apost-Title MEWaiverenvironment.

As part of the DCS FFPSA vision of keeping families in their home of origin, DCS wHl use IV
funding to expand homeisiting programs through Healthy Families America/Indiana (HFA/HFI)

to serve more familiesvith children whocould be at risk of entering foster care. Indiana has
investedin these specific weBupported evidencévased homevisiting and skHbuilding

programs sdamilies can remain safely togethénvestments in HFI further our prevention

efforts by supporing high risk families premptivelyrather than reactivelyln order to

strengthen internal prevention efforfdDCS has created Indiana Family Preserv&@emices

(INFPS). This model supports a holistic family assessment and provides a frameseoviced

and concrete supports for children and families so families can remain in the towether.

This perdiem model allows providers to choose an evidebesed program that bedits the

ySSRa 2F GKS FlLYAfe GKIO I RkedpdSchildrénsaf@indS T YA &C
mitigatesrisksto child safety.For families receiving INFPS, the family will have both a Family

Case Manager (who is an employee of DCS) as well as an INFPS provider (who works closely with
the FCM in monitoring child safety apdoviding services).
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A. Introduction

FFPSA is a milestone in efforts to transform the child welfare system. Indiana WilRSA as a
tool to further transform the child welfare system Indianaand make the prevention of child
abuse and neglect a top priority for familie$o residein Indiana. DCS conducted a gap
analysis in order tanderstand thecurrent state of DCSperations. Whileeonductingthe gap
analysigo determine the future state of DCS, DCS identifiedvsixs we can bettedevote
resourcesandimprovementefforts sothat familiescanthrive with the supportsfoundin
FFPSAThey are:

1 Prioritizngthe useof evidencedbasedprograms(EBPsand supportprimary
andsecondary prevention services based on the needs of children, families and
communities.

1 Establisingandimplemeningamore structured,consistentprocessor
makingplacementdecisionswithin residential facilities.

1 Properlyassesigthe availabilityandreadinesof residentialprovidersto
becomeQualifiedResidential TreatmerRRrogram(QRTPproviders.

1 Jointly establising outcomes and targets for the children and families DCS
servesthroughcollaborationwith providerswhile consideringoestpractices,
childand family servicereviewsand other federalmeasures.

1 Ensuinga continuous quality improvement environment within the Indiana
childwelfare system.

1 Developngandenhandngfinancialprocesseshat alignwith the needsof Indiana
childrenandfamilies andensurefederalfundsare maximized.

FFPSKEYPRINCIPLERNDIANA

ClearCommunication FFPSAnplementationworkgroupswill promotereliable,accurate,
transparent,consistentandtimely communicatioramongchild welfare stakeholders.

Data FFPSAnplementationwill be donein a data-drivenmanner,ensuringserviceslevelopedand
providedare informedby outcomesandimprovedwhen necessary.
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Child Welfare System TeamwarkCrosdevel, crosdunctional, crossystem staff will work together
to identify strengths, gaps, root causes and major action areas to improve child welfare practice
Indiana.

Continuous Monitoring:The FFPSA implementation plan will be continually monitored and adjus|
to meetemerging orchangingheedsandupdatesto the planwill be communicatedon aregularbasis
to stakeholders.

Ly OG0KA& LINB@GSyaAz2y LIXIy> 6S FNBE aSSTAYy3 | LILINE
prevention program INFPS. INFPS itsélfbe submitted to the Title INE Clearinghouse, and we do not
seek approval for INFPS under the prevention progmaescriptions of INFPS are meant for context and
legibility of our prevention plan.
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DCS Agency Framework for Monitoring Child Safety

B.Agency Framework for Monitorin@hildSafety

Child Abuse and Neglect Prevention efforts are@mgptive and not reactive by definition. A
framework for preemption exists in the combined use of safety and risk assessment tools. While safety
refers to the immediate conditions facing the child, risters to the possible future conditions facing the
child. When the possible future conditions that the child faces cause concern, effqgrtsvent those
conditionsareneededdzy’ f Saa GKS AYYSRAIGS O2yRAGAZ2ya tBl OS|
remain in the homeWeknow there are children in homes with true future risk for adverse conditions.
¢KS NR&|l lFaaSaavySyid Aa dziaAtAT SR RdzZNAy3a Ol a8 LI
service interventions needed to addressth& NRA &1 a® 5/ {Q wAial !aaxsSaays
While DCS services are designed to eliminate thalzii dzZNBE NRA &1 X 6S R2 sgiéyi f 2
conditions in the meantimeBelow we have outlined the measures taken to ensure the safettyeo
child,when they are receiving prevention services from HFI outside of DCS pumtiew they have an
openDCS&aseand when they havan open prevention case more specifically.

DCS Risk and Safety Assessments

DCS assesses risk and safetyafbfamilies who have had a report of abuse or neglect screened in. It
important to note that this requirement applies to all families involved with Q@®se without-of-
home cases and those with-iome cases including those receiving preventiorviees. Asequiredby
DCSPolicy4.18in Appendix YDCSwill completean initial safetyassessmentvithin 24 hoursof the
initiation of every assessment ofithabuse and neglect received through the Indiana Ghkiildse and
Neglect Hotline. Thpurposeof the formalsafetyassessmenisto help assessvhether anychildis likely
to be in immediate danger of serious harm/maltreatment that requirggatectinginterventionand
determinewhat interventions(protectivefactors/safetyresponses$houldbeinitiated or maintainedto
provideappropriateprotection. The content of the safety assessments

AsubsequensafetyassessmenfDCS$olicy4.38Assessmentnitiation in Appendix VIIwill
be completedwhenthere are:

1. Changesn family circumstances.

2. Changesn information knownaboutthe family.

3.Changesni KS T I YA f @ileiprotedivefaciois domitigate safety threats.

4. Changes athe point of a casejuncture.
(continued)
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https://www.in.gov/dcs/files/4.18%20Initial%20Safety%20Assessment.pdf

DCS will identify protective factors (e.g., nurturing and attachment to the dtnlalyledge of
parenting and of child and youth development, parental resilience, social connections and
concrete supports for parents) that mitigate safety concerns. DCS will work wiffarttitsy

and CFTo identify safetyresponses andrite acomprehensivesafetyplan.In addition to the
safety assessment tool, tHeamily Functional Assessment (Fte&) should be utized when
working with seHidentified lesbian, gay, bisexual, transgender and/or queer/questioning
(LGBTQ) youth. Safety assessment questions helpful in determining the saf&Bo€youth
canbe foundin the FFA tool.

DCSwill continuallyreassessO K A afetgbasedon the mostcurrentinformation availableby

completing subsequent safety assessments at the junctions previously specified. Adjustments to the
plan will be completeds needed and reviewed/approved by the FEGI@M superviscgind service
provider during supervision. Additionally, DCS will identify and communicate safety concerns with thi
child and family team and work with the INFPS provider to mitigate safety issues (regardless of whet
safety concerns are idgified by the INFPS provider or DCS FCM).

I.  Safety of childreservedoutsideof DCSy HealthyFamiliesAmerica/HealthyFamiliedndiana
(HFI)

Ly AYLRNIFYG FaLsSOod 2F LYRAIFYlFQa LINB@SyiGaaAz2y S
HealthyFamilies Indiana provides prevention supports to kighk familiesn Indiana Where

5/{ Aa AYKSNByidte NBIFIOGAGS (2 NBLRZ2NIa 2F &adzalLl
successful, preclude the need for DCS involvement by getting familiggivdyaneed when

they need it. Isafetyconcernsare presentandthe HFIsite suspectshildabuseor neglect,a
reportismadeto the DCSotline in accordance withindianastatute and DCS contract with HFI

DCS then initiatesontact with the family if the report is screened in for an assessniers.

important to note thatfailure to meet thiscontracted obligatiorcan result ira corrective

action plan, terminabn of the contract altogether, or restriain ofthe terms of the contract to

exclude specific HFI employees out of compliance.

DCS alone does not dictateC L Q& & | tFitieiil avn saf@typalitids &an be viewed in
AppendixXVand XVI HFI oversees multiple sites across the state, to which these policies apply.
Each local site develops its own policies and practices wiiparameters set by HFI

statewide policies and HFA national polgidFI requires orientation training for staff to

Ay Of @iénfation to child abuse and neglect indicators and reporting requirements. (10

H ® 5Whifeglocal sites are able to determine their own procedures around child abuse and
neglect, they must inclile:

1 dAny individual who has a reason to believe a child is a victim of abuse or neagect
the duty to make a report.
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About Healthy Families Indiana and Safety

Healthy Families Indiana (HFI) utilizes BROGool to assess factors
associated with increased risk for child maltreatment or other adverse
childhoodexperiences. HFI homasiting staff members use the responses to
create a service plan torganize the risks, concerns and needs identified by
families with the activities, interventionand supports provided by the family
support specialist to help ameliorate famiigk. This service plan meets the
requirements of a child specific prevention plan as defindddgislation In
addition, HFtompletes screening for maternal depression at various intervals
duringparticipationusingthe EdinburghPostnataDepressiorScal EPDS)r
Centerfor EpidemiologicStudiesDepression Scale (CESD) and interpersonal
violence (IPV) on all primary caregivers amakesreferralsfor resourcesvhen
necessary.

HFI policy requires horndgsiting staff to educate families on the following
safety topics:

Carseatinstallation:within 1 month of birth
SIDS/Bacto sleep/safesleep/cosleepingfirst visit

Shakerbaby:first visit

Bluntforce traumafirst visit
Postpartum depressionwithin 4 weeksof birth

Fire:within 1 month of birth
Watertemperature:within 2 monthsof birth

Poisonwithin 6 monthsof birth
Water safety(drowning):within 6 monthsof birth

T
T
T
T
T
T
il
il
il
il

Appropriate caregivers: withih month of consent

(continued on next page)

Owithout lapse of time (immediate) notification of the program manager and/or
supervisor when abuse or neglect is suspected.

oSites are required to document the date and time of the call reporting child
abuse or neglect was made, and date and time the supervisor/managenatified .£
1 @Annual training on reporting child abusad neglect must be provided to allaff.¢

The entirety of these requirements can be viewedppendixXVI
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Staff members are required to make every effort to educatgone who cares
for the child (spouse, boyfriend/girlfriendrandparents, other household
members) on safety topics. These topics are covered again with subsequent
pregnancies or when newearegiveror householdmembersare identified.

HFI homevisiting staff members observe parent child interaction dusagh home
visit and documentheir observations (following the CHEERS memory aid: Cues,
Holding, Expression, EmpatiBhythm/reciprocity, anddmiles)Theysubsequently
completethe CHEER®eckin tool, usedto assess parent/child interaction, at
multiple intervals throughout the duration of services. The CHEERS-ohik
mustbe completedat leastonceper year.

If at the conclusion of the X&onth childspecific plan the child is still deemed to be a foster care
candidate, Indiana will not automatdly remove the child from the home unless there are safety
risks that cannot be mitigated through service provision. Instead, Indiana will terminate the initi:
plan,reS @I f dzt 6 S GKS OKAf R | YR ¥ I-3pacii@péentigrPpBiR & >
order to continue to provide prevention services with the goal of keeping the child safely in thei
home and preventing entry into foster care.

I fA&ald 2F 1 CLQAa G22fta FyR (FofS RApiesdhtéddnd y 3
Appendix XXV.

HFI staff are trained on athols prior to use. For the Family Resilience and Opportunity
for Growth Scale (FROG) HFA certified trainers train the assessment workers on how to use the
tool andhow to document the assessmenthis occurs during what is called FRS/FAW Core
Training. HFA certified trainers also provide FSW/FSS Winidhhas to be completed within 6
months of employmentDuring this training the direct service staff receive additional training on
all of the tods used, training on how to create/monitor the service plan/preventasm. (This
service plan meets the requirements of a child specific prevention plan as defitegsiation) For
home visiting staff that will be working with families prior to attiéng Core, each HFI site is
required to offer what they call Stop Gap training that uses HFA training materials. HFI staff are
also trained on child abuse and neglect and reporting during both Core trainings, it is also a
required training for all DCS caatted providersDCS also provides a trainggssioron signs of
CA/N and reportingit our Biannual Institute for Strengthening Families Conference.
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il.  Safety of Children Receiving Prevention Sentluesigh a DCS Caéia home and
out of home)

In addition to DCS safety assessments, children receiving prevention services have a
particularly robust framework for safety assessmenits part of the INFPS senrwvidelivery

model, DCS FCMs, in addition to INFPS providers, assess safety on a regulaticumndgo

basis (through formal and informal assessments) and review caregiver protective factors when
engaging with children and familiéd/hen a provider begins working with a family, they have

7 days to create a safety plan in collaboration with both fémmily and the DCS FCKbrmal

safety assessments are conducted by the FCM oraarial basis at minimum and weekly by

the provider.Please see Table 1 below for clarity.

Table 1. Safety Assessment Responsibilities

Safety Assessments DCS FCM INFPS Proder

Informal Monthly at minimum Ongoing during contact

with the family

Formal Biannually at minimum Weekly at minimum

As part of a comprehensive assessment of children and families and in collaboration with DCS

FCMs and INFPS providers, DCS will ensure children who receive prevention services receive an
intiala  FSG& aasSaavySyaszx a ¢Sttt a F2N¥YIE FyR Ay
involvement. If safety issues are identified, DCS will determimether the children can

remain safely at home with prevention services in place.

LYRALFYLl Q& 5 S FRBfeventio?andtldy ¢ A Gt S

Indiana defines Title i Candidacy as any chitcht is actually removed or any chid imminent risk of
removal.DCS Policy 15.10 can be read in AppendixXiXtie context of prevention, in which the goal is
to maintain the child in the home of origithe relevant definitionof Title IVE Candidacy is children at
imminent risk of removal, which DCS further defines in DCS Poliayhich can also be read in its
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entirety in Appendix XIVI.he specific clausgranting eligibility for the relevant prevention populations
reads & follows:
GThe Indiana Department of Child Services (DCS) will make an initial determination as to whethe
an individual child is at imminent risk of removal and therefore a candidate for placement-in out
of-home cae.£

aThe following are examples ofitaria, based on federal guidance, for a child who is at imminent
risk of removal and therefore a candidate for eafthome placement:

1. Substantiated assessment of abuse or neglect;

2. Open IA or HiHome CHINS; and

3. Child and/or family will receive @ currently receiving services to prevent the need for
removal while the child is living in his or her hoie.

Families receiving HFI are incidentally considedegible for Title IVE servicebecause by definition thegre
receiving services to prevent the need femoval.Their eligibilityfor those servicess determined on an
individual basisthrough CL Q&4 & ONBSyAy3a LINROS&aod

C Target Populations anéligibility for Prevention Services

Children and families
served by providers ¢ Healthy Families America/Indiana
outside of DCS

Children and
families served in
their homes with an
open DCS case.

e Families with an open Informal Adjustment Case
¢ Families with an open In-Home CHINS Case
e Pregnant and parenting foster youth and their children

In Indianaprevention serviceare deliveredo the followingtarget populationsfamilies
servedoutsideof DCSy HFIproviders,families engaged with DCS via either an informal
adjustment or child in need of services (CHINS)oime servicesaseandpregnant and
parentingyouthin foster care.Eligibilityand relevanceare explainedbelow bytarget
population.

Families served outside of DCS usHhigl This level of service mppropriate when there is low

risk to the child and the family is not alite manage risk factorasing its own strengths and
12| Paae



resourcesHFI determines eligibility for its services usamgeightitem screenwhich can be
seen in AppendiXVII

DCS involvement is limited tworking withcommunity partners and stakeholders who can link
the family with thosepreventionservices andommunityresources thaeffectively andsafely
addressdts needs.DCS wiltontinue to be responsible for the final-B/prevention eligibility
determination for HFInvolved families. In terms of determining eligibility for HFA/HFI, DCS
will require HFI providers to meet all requirements ofH\revention planning before
determining that a child and family are eligible forEB\prevention fund claiming. The eligibility
determination date is the last date when each of the following has occurred:

1 the Service/Prevention Plan is completed with the fafily

1 on the date of birth othe child, and

1 any necessary safety and risk assessments have been completed.

These dates are captured in the Comprehensive Child Welfare Information System (CCWIS) as

data points and will be used as the start date for service eligibility and claiththg. HFA/HFI
service/prevention plan begins before the child is born, DCS will use the latter of the
service/prevention plan start date or the date of birth as the start date for service eligibility

and claiming.

DCS will retain the determination ofigibility Title IVE Prevention Plan candidacy. If the family
remains engaged and in need of HFA/HFI services in order to reduce the risk of removal after
12 months from the date the first service/prevention plan is completed (and after the child has
beenborn), DCS will work with HFA/HFI providers to ensure that services, eligibility, and
claiming continue as appropriat@gain, i at the conclusion of the X&honth childspecific plan

the child is still deemed to be a foster care candidate, Indiana wilhatmmatically remove

the child from the home unless there are safety risks that cannot be mitigated through service
provision. Instead, Indiana will terminate the initial planSed | f dz- § S G KS OKAf R
needs, and create a new chifghecific pre@ention plan in order to continue to provide

prevention services with the goal of keeping the child safely in their home and preventing entry

into foster care.

Families Served by DCS

Table 2. Monthly Snapshot Case Counts by Case Type

Date ofSnapshot

Informal Adjustment
(1A)

IA + InHome CHINS

InrHome CHINS

7/1/2020

3,082

7,439

4,357

1HFA, as an evidenebased model that has received a vgelbported rating on the Title f# Prevention Services Clearinghouse, can be

provided to a family prior to the birth of a child. DCS recognizes that TitlE Rfevention funds can be claimed onlydbildren who
have been born. DCS will claim only the costs of HFA for children who meet at Titegkévention plan requirements and who have

been born.
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8/1/2020 3,000 7,293 4,293
9/1/2020 2,874 7,175 4,301
10/1/2020 2,916 7,179 4,263
11/1/2020 2,923 7,160 4,237
12/1/2020 2,919 7,050 4,131
1/1/2021 2,896 6,980 4,084
2/1/2021 2,951 6,924 3,973
3/1/2021 2,847 6,741 3,894
4/1/2021 2,771 6,649 3,878
5/1/2021 2,705 6,453 3,748
6/1/2021 2,426 6,108 3,682

Families served through an informal adjustment (IAlFamilieswith an IA have had an

assessment of child abuse and neglect allegatard are formally involved with DCS. Families

with an IA can havasklevelsrangingfrom moderateto veryhigh,but coerciveinterventionof

the courtis not needed.DCSworks with the familyto developthe terms ofthe 1A, monitor

LI NOAOALI A2y Ay aSNBAOSA YR NB3IdzZ I NI &8 SOI f dz
IAand monitors the IAhrough DCS documentation rather than court hearings

Families served through an IA are eligible for Titl& fndingaccording to DCS Policies 15.10
and 7.1 From DCS Policy 7.1:
G¢KS LYRAFYIlF 5SLINIYSYy( 27F / KteriniRatioh &NdIA OSa 6
whether an individual child is at imminent risk of removal and therefore a candidate for
placement in ouof-home careX A child is at imminent risk of removal when a substantiation
of abuse or neglect is made by DCS, as documented agmoved substantiated Assessment
of Alleged Child Abuse or Neglect (311) (SF113), an Informal Adjustment (IAfaonénChild
in Need of Services (CHINS) case is opened, and reasonable efforts are made to prevent the
OKAf RQa NBY20I fSTENBY KAA& 2NJ KSNJ K2Y

Families served througbhild in need of services (CHINS) cases in which the child or children
are not removed:DCSnay file an ifhome CHINS petition for children in families where the
risk level is high or vetyigh and coercive intervention of the court is needed to ensure the
OKAf RQA & bding.0Re cdun rRonitarS the case, including the case plan and
permanency goal. Families anbildren engaged in an-imome CHINS will receive Indiana
Family Presrvation Services iadditionto other serviceghat are identifiedby thefamily case
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Who are we serving?

DCS utilizes Child and Adolescent Needs Assessments to identify the services of the family, but an impo
step in identifying the services need is understanding the challenges the family faces. More than 17% of
children with a prevention case have adjusted to trauma in a way that is causing problems for the child. £
FRRAGAZ2YIFE cmr JKBIBSAREY REEASB I Iy Aapt@iandmbtrauina does@dt A f
currently but could eventually warrant intervention. This typically occurs when the child either has a histo
which they may regress or the child displays maladaptive behaviors to be monitored. The CANS Assesst
measures sveral emotional/behavioral aspects of the child. Adaptation to trauma is the most common
challenge children with in home cases face, but certainly not the only challenge:

8% of children with in home cases struggle to control their anger in ways that peatdems.
10% struggle with anxiety and 11% struggle with depression.

Many others struggle with conduct (5%), delinquency (2¥gntional misbehavior (4%) and
opposition (7%).

7% struggle with impulsivity or hyperactivity.

The CANS Assessment dlsy Of dzZRSa AdGSYya GKIFIG NBftFGS G2 GKS O
I 60% of children with in home cases are experiencing family functioning issues in the household
58% are experiencing family stress

44% have parents needing parenting knowledgé&o3ve parents struggling with organization, and
36% with safety needs

43% have parents that need to be more involved in the care of their.child

48% have parents that struggle to supervise appropriately and 16% have parents that struggle to
child care

37% have parents struggling with substance. use
44% have parents lacking social resources, 25% lack residential stability

managerandfamily team.

DCS internal reports demonstrate that 3,297 families had an opétoine CHINS as bkc.1, 2021.
Monthly reports are summarized in TableRS Y2y a i N> GAy 3 | &yl LJaK2-i
Home CHINS, and the total of bettemonstratng the population to be served through Indiana
Family Preservation Services (INFPS). These monthly reports are accessible to the public at any ti
from the following linkhttps://www.in.gov/dcs/reportsand-statistics/practiceindicatorreports/.
Reports can be selected by month first, then by report. The report demonstratiAgrire and Out
of-Homecased & a{ I FSf& | 2YS ClIYAfASaAa CANBRG o0& [/ 2dz
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Children with IRHome cases (hHome CHINS or 1As) both receive family preservation services and are
the primary target population of this prevention plan. The feature below describes what else is
known about ths population.

The CANS Assessment items in the feafilmevelet us know not only the challenges that the child faces
odzii I t&a2 GUKS OKFffSyaSa (KS OKAfRQ&a LMowBgasea Tl
largely revolve around neglentlated issues84% of children with substantiated allegations have a
substantiated allegation of neglect. In a child welfare context, allegations of neglect are treated as a
threat to the safety and welbeing of the child. Inadequate attention has begyphed to the child and

GKS ySSRa 2F (GKS OKAftRXZ odzi AdQa AYLERNIFyd G2
the part of the caregiver. In many cases of neglect it is not the intention of the caregiver not to meet the
needs of the childput rather a natural consequence of a lack of knowledge or ability on the part of the
caregiver. An example respectively of knowledge and ability challenges comes from the CANS: 44% of
children with irhome cases have caregivers that lack the knowledgessary to parent the child, and

25% of children with inome cases have caregivers struggling with residential stalSktyuices have

been selected based on the needs of this populationw | G A2yl £ S FT2NJ S OK & SNJ
in section F bthis document.

Pregnant/parenting youth in foster careDCS has included pregnant and parenting youth in
foster care within the population to be served byE\fprevention service®regnant and
parenting youth are eligible for Title dollars because they are in the custody of DTS
has embraced &wo-generation approach to case management for pregraard parenting
youth. DC®fferstargetedandrelevantpreventionbasedservicego pregnantandparenting
youth in foster care. Providing an array of prevention services further support our youith
their children andeducegenerationalentry of youth into foster care.Pregnant or parenting
youthin carethemselves are eligible for Title-B/Prevention Services becaumedefinition
they are in state custody.

. SO0l dzaS e2dziK OlFlYy NBYIAY Ay OFNB dzLéstb2z | 3S HoO
strengthen their ability to prepare youth for living independently as adults and, sometimes, as
parents (Fernandeflcantara, 2019)A study of foster youth in the Midwestern®found that

female foster youth are twice as likely to become parents as their peers who are not in foster

care: 50.6% of young women in foster care had at least one child by age 19 compared to 20.1%

of the general population (Dworsky and Courtney, 20l©02019, Indiana evaluated a change

to its treatment of parenting youth in care. The population distribution of parenting youth in

care by age of the parent at birth of the child demonstrated that the most common ages
LYRALFYI Q& 7F2aiS NareéaaxiFthraugh QROSntetnikl Rpofis) 2019)

Parenting foster youth are particularly young parents and therefore are subject to higher risks.

Children of young parents are at higher risk of experiencing child maltreatment including death
16| Paae



(Phipps etl., 2002)Yet yuth who become parents while wards of the state must face the

challenges of approaching independence, parenting and navigating the futeisystem from

both the perspective of a child and a parent all at orice. & G dzR & 2IFweliafeatay 2 A 4 Q O
demonstrated that youth in care who had children struggled not only with parenting skills

(reported for 38% of youth) but also with educational and job skills, especially if the mother

had two or more children (Leathers and Testa, 20062019, Y R A #ata lor(parenting

youth indicated that since 201285% ofparentingyouth in care had a child removed from

them. For this reasoyparenting youth in care are a target population for prevention services.

DCS Target population: Who are we trying to serve and why?

On June 1, 2021, DCS was serving 6108 children on prevention cases, and 911
children on out of home cases. Improvements are coming but we know that
prevention is critical for reducing the number of children that need to be placed i
out of home care. Wheit comes to prevention and preservation, DCS takes safe!
as the number one priority. We looked at data about which children are being
removed, and why? How did they come to be in our system to begin with? We fi
that the younger the child, the more likethey are to have a report, assessment,
case, and removal. Older children have knowledge and abilities that infants and
toddlers do not have protect them from unsafe circumstances. Nearly 40% of all
children removed in 2021 were 3 or under (DCS InteRegdorts, 2021). Even more
specifically than this, DCS removed more infants under 1 year of age last year tl
any other age and more than twice the number removed between ages 1 and 2.
Parenting newborns and infants is not easy, and infant safety is kdgelhat not
every parent has. The most common substantiated allegation against children t
4 is that the environment endangers the health or life of the child (DCS Internal
Reports, 2021). Many parents do not have the resources or support to accass w
their child needs. In fact, the majority of substantiated allegations in our system .
neglect allegations, many of which are not related to inappropriate behavior of a
parent but rather to their lack of knowledge, first hand experience, or abilities.
Ninety-seven percent of substantiated allegations for babies under 1 are neglect
allegations. Substantiated allegations of neglect of babies under 1 account for a
22% of all substantiated allegations.
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91 OK FIFYAf&Qa &asSNIAkQblified SetiBedprovidddSbutivRabwe krifow is
that we are serving Indiana families in prevention cases because according to the CANS:

1 Caregivers are struggling to safely parent very small children because they do not k
how or do not have the resones and support they need.

60% of children with DCS Prevention cases experience challenges at home with far

functioning 16%have parentstruggingto get child careand44%have parents who
demonstrate inadequate parentinighowledge.

Caregivers arstruggling to support their families adequately.

25% of children with DCS Prevention cases live with a caregiver who struggles with
residential stability.

D. Agency Framework for Prevention Services

DCS has both external and internal components topravention plan. Allegations to the Indiana Child
Abuse and Neglect Hotline begin the process of eligibility for internal components of our prevention
plan. However, many families access prevention services without ever being involved with DCS, becau
of our longstanding partnership with Healthy Families America/Indiana.

i. HealthyFamiliesIndiana

DCS has collaborated with Healthy Families America/Indiana (HFA/HFI) to expandisiting

initiatives in Indiana. HFA has been designatecel-supported practice by the Title &

Prevention Services Clearinghoub®liana has invested in these eviderzased homevisiting
andskilkbuilding programs so families can remain safely together and parents can gain the
skillsneeded to keep theichildren safe long after services have ended. HFI has a documented

history of keeping children and families safe and improving outcomes. Utilization of HFI is an
important prevention effortto reduce families with DCS involvement altogethelC L Qa & dzLJLJZ2 N.
of Indiana families precludes the need for DCS involvement in some Easter investments

in HFI, particularly when a DCS FCM is not involved in the cadbeeasgéore an integral part of

5/ { Q <Eprévénton strategy of keeping children and fdies thriving in their own home.

In accordance with the Child Welfare Policy Manual question 8.6C, DCS will contract with

| C! k1 CL LINPDGARSNE (2 O2YLX SGS GKS aFRYAYA&GNI
of the title I\E prevention prograriX 9 E | Y [ilie 8/& adininistrative activities that may

be contracted out include developing and maintaining the @iftevention plan, activities
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associated with meeting the requirements in section @7%)(B)(ii) of the Social Security Act

(the Act)to monitor and oversee the safety of children receiving prevention services, and other
activities that comport with or are closely related to the examples provided in 45 CFR
MOopCPcnoOUOHULDPE G6{SS (KS / KAfR 2 SupefuiseNile t 2t A O@
activities performed by the contracted agen€yand make the determination that a child is a

OF YRARFGS F2NJ F2aid SN @A pidvideés widl éngagea asseds aSrisgk8 A 2y y
and plan for safety and servicesth their HFIfamilieson a regularbasis. Additional

information on how HFI assesses safety can be found in section B.i. of this document.

ii. IndianaFamilyPreservationServices

DCS has built a framework of services and outcome expectatiohsdiena FamilyPreservation
ServicegINFPS). DCS has built a comprehensive service standard designepeidy identify, assess,
engage and provide appropriate evideAgsased programs tohsldren andfamilies inan effort to keep
families thrivingogether safelyin their own home. It is important to note that DCS is not requesting
approval of INFPS through this prevention plan. We are seeking approval for our utilization of EBPs in
the cantext of our prevention program INFPS. INFPS wgélbe submitted to the Title INE

Clearinghouse, and we do not seek approval for INFPS under the prevention plan. Descriptions of INF
are meant for context and legibility of our prevention plan.

INFPServices are designed to work with families that havd ha incident of abuse and/or
neglect when DCS believes the child(ren) safielyremain in the home with their caregiver(s)

with the introduction of appropriate services to the family. When such families are identified,
the FCM caseworker refers the faynib the INFPS provider. The INFPS referral must begin with
a holisticassessment of the family resulting in an appropriate service and treatment plan that is
based ornthe assessetheed as determined by the INFPS providdregoalfor theseservicess

to preservethe family and avoidremovalof the child(ren),providedit is safefor the child(ren)

to remainwith their identifiedcaregiverslt is important to note that the primary distinctions
between the previousind currentapproaches to serving familiese:

1 The family is seen in most cases by one provider instead of several, which reduces
confusion for families and ensures that the INFPS provider can focus on the delivery of

0KS aSNBAOS la 2dzif AYSR Ay (GKS Y2R&B0oQa &SN
allowsthedS LI NIIYSy G (2 o0SGGSNI ARSyYyGATFeé SIFOK LbC
through providesf S@St 2dzi 02YS (NI} OlAy3a GKIFG KFra o6SS

launch. The only exception would be if an INFPS provider who was already working with
a family determined that it did not have staff qualified to meet a newly identified
aSNBAOS ySSR 2F GKS FlLYAftéed C2N SEI YLX S5 A
assessment lead to an INFPS referral to a provider with expertise in psdaoation
modelssuch as Healthy Families America, but, after beginning their work with the family
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and making progress, substance abuse is identified as a presenting issue. If the existing
INFPS provider does not feel they have the expertise to treat the newly identified
substanceabuse concern, but the child and family team involved with the family feels
the INFPS provider is making progress with their pasghicationfocused

interventions, the team may decide to bring in an additional provider to work on the
substanceabuse concerns. It should be noted, however, that INFPS providers have the
ability to deliver comprehensive services to families, including services that address
substance use disorder. However, since these families are most often new to DCS,
concerns not peviously identified can emerge over time, and child and family teams
have the ability to address them by either changing the INFPS provider to ensure all of
GKS FlLYAfteQa ySSRa INB YSixX 2N dkSe Oly
continue to cantract for all previously available services. The goal, however, is to serve
families as often as possible with one provider who is well matched to the needs of the

family and who is in place quickly. This helps ensure the benefits of INFPS, including the

provision of evidencéased models and concrete supports, are available to families

A A ¥ A

(@]]
Z

GgKSY GKS& IINB ySSRSR> FYyR (KIFG LbCt{ LINERJA

keeping families together and children safe.

1 The responsibility of designing a treatmgaién shifted from the DCS FCM to the INFPS
t NPGARSNI 0Sad IOljda AYyiSR 6AGK GKS Tl YAt
the fit between the two.

1 Both the FCM and the INFPS Provider are assessing safety both informally and formally.

Servicesnust becomprehensiveand

® servicegdeliveredunderthis standardmusthave
@ as a foundation at least one evidenbased
Family Preservation practice (EBP) that is classified at a minimum as
SQI'\’iC@S apromising practice on th€alifornia Evidence
Based Clearinghouse (CEBC)
(http://www.cebcdcw.org). These services must
be homebased and must mator and address

any safety concernfor the child(ren).

As part of the Title INE Prevention Plan, DCS widle Title IVE prevention dollars to fund
certain EBPs thatre onthe IV-EPreventionServices Clearinghousadincludedin the case
planfor the childandfamily. For children and families that have a DCS family case manager
(FCM) along with an INFPS service provider, the date that the case/prevention plan is
completed is the date of eligibility for {& prevention claiming purposes for the child and
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family. The start date of the case/prevention plan is a date currently in the Comprehensive

Child Welfare Information System. DCS will retain the determination of eligibility T#e 1V
Prevention Plan candidacy. Additionally, safety and risk assessments (wfathat or

informal) will continue to be monitored by DCS FCMs and INFPS service providers on a regular
basis. Children and families receiving INFPS have an FCM and a service provider, both of whom
jointly assess for risks and plan for safety with the fgron a regular basis while the DCS case
remains open. For clarity on the roles and responsibilities of the DCS FCM versus the INFPS
Provider, please sekable3 on the next page

Outcome Based Contracting in Indiana

Prior to the development of Indiana Family Preservation Services (INFPS), DCi§/ paiméoursed
contracted service providers using a fiee-service approach. Under the previous approach, providers
could only provide the services for which they received a specific referral from a DCS Family Case M
(FCM). Family Case Managerspvelne not clinicians, juggled many responsibilities on each case, incluc
being expected to understand the scores of individual service referrals that could be made for each fe
This approach led to a lack of flexibility for service providers trggamilies as they could only deliver the
specific service for which they were referred, and, often, there would be multiple provider agencies
involved with each family delivering specific, rommprehensive services at the same time. An example
would be afamily simultaneously receiving hont@sed therapy, homdéased casework, substance use
disorder outpatient treatment, and parent education services, each delivered by a different provider
resulting in four different provider agencies working with themisTiesulted in a lack of care coordination
increased confusion for the family, and challenges following the DCS practice model which calls for re
teaming of cases, and there was no ability for the department to really understand the impact of each
alSy 0@ Qa ¢ 2NJ @ L-Agr-sériR® K difangly/was undblé & ke€paScheduled appointment
with a provider, the provider would not receive any reimbursement for that time resulting in providers
canceling referrals for families who were not eggay well in their services. INFPS, with its shift te per
diembased reimbursement and one provider delivering comprehensive services to each family, allow
LINE JARSNB (2 dzAS GKSANI Of AyAOl t SELISNI Ar@ameri 2
plans and evidencbased interventions to address them, as well as ensure they have resources to kee
trying to engage initiallyesistant families. INFPS providers know the clear goal for all of these cases is
safely preserve the family whenewpossible, and they are able to focus on achieving these outcomes
without having to be concerned with billable time. They are, however, still very focused on delivering
quality interventions and supporting families as they know that provideel outcones related to repeat
maltreatment and children who have experienced removals are tracked and updated often (daily, on
Tableau report that is available to all Family Case Managers), with these outcomes influencing to whi
agency INFPS referrals are sétoviders are also given regular reports for their specific agency so that
they can understand how they are impacting families and develop continuous quality improvement
practices, which is a requirement that is included in every INFPS provider contract.
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Table3. Roles and Responsibilities, DCS FCM versus INFPS Provider

The FCM is required to conduct initial assessments of
safety and risk at the opening of any case. These
assessments allow tHeCM to identify an appropriate casi
plan for the family and to determine the eligibility of the
family to receive INFPS.

Responsibilities do not begin until a referral for INFPS
been processed.

The FCM refers an eligible family to an INFPS Prowder
INFPS Services.

INFPS Se

rvices Begin

The FCM has put together a case plan with the family th
specify a set of treatment goals towards case clostine
FCM works with the family and provider on a safety plan

INFPS provider assesses the service needs of the fami
and determines treatmentlan. INFPS provider is

NBalLl2yaAroftsS FT2NJ 2y3d2Ay3 |
and adjusting the treatment plan as needed. The provid
creates a safety plan with the family and DCS FCM.

The FCM continues to manage the progress of the DCS
including &cilitating and communicating around
permanency and progress.

INFPS provider performs all services or supplements th
FlLYAft@Qa GNBLFGYSyG LX LYy ¢
Medicaid through the INFPS provider.

The FCM continues to manage the progresthe DCS cast
AYyOfdzZRAY3 Y2yAU2NARAY3 GKS
facilitating movement towards permanency.

INFPS provider is required to submit monthly reports to
the DCS FCM. Reporting requirements are covered in t
EBP Fidelity section on pag1l of this document.

The FCM continues to conduct monthly in person Visits
safety assessments with each child on the INFPS referr;
the duration of their DCS case.

INFPS conducts ongoing safety assessment including ¢
weekly formal safety assesent.

a. EBP Effectivenesns INFPS

It is not in the interest of DCS nor the children and families we serve to refer and pay for

aSNWAOSa (KI

| NBprograss towahis gefmdrencyi Phere arefgiatvaits & Q &

against DCS providing irrelevant or unhelpful services. In the case of prevention sehéces, t

progress of each family is closely monitored

by tREP $rovider and by the DCS FCM. Both

parties share regpnsibility in identifyinghe appropriateness and effectivenesssafrvices
receivedthroughout the duration of the referral. If a service provided is not a good fit for the
family or is not leading to the expected outcomaesis the responsibility of thtNFPS

LINE GARSNIJ G2 ARSYyi(OATE®
recommendedOK I y3Sa {2

GKS Tl YAfe@&Qa

FYR YI1S8 FR2dadYSyia

i NB b GithiS v

the monthly report at the very leasplease see the INFPS Service SteshdaAppendixll).
The FCM utilizes this monthly report to understand the progress of the family in pursuit of
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their case and treatment goalé. sustained lack of relevant outcomes has immediate and
broaderconsequences for the provider. On the case leaelFCM who do not see relevant
progression of the family would end the referral with the provider. At the highest level,
ongoing failed referrals and poor outcomes would lead to DCS terminating the cowithc
that provider.

9PSNE LbCt{ LINRPDARSNI KI&a I O2y iGN} OG 6AGK 5/ {
AyOfdzRS 321 fa (GKIG FRRNBaa AaadzSa 2F OKAtR al
reports X must outline progress towards goaR8 Yy G A FASR Ay (GKS aSNBAOS L
Preservation Service contract can be read in its entirety in Appéhdi# DCS contracts are

available to the public at

https://fs.gmis.in.gov/psc/quest/SUPPLIER/ERP/c/SOI CUSTOM APPS.SOI PUBLIC CNTR_FL
.GBL?&This contract obligates providers to create treatment goals that are relevant to the

case goals set by DCS. Moreover, the progress of the family towards those treatment and

case goals needs to be documented and tracked thoroughly by the provideredindrdd to

the FCM.

b. EBPFidelityin INFPS

In order to ensure that Indiana children and families receivielencebasedprograms that
are served to fidelity, DCS has several processes in folaa# services provided, including
prevention servicedNFPS Providerare subject to the content of their contracts with DCS,
which itself requires compliance withBP model hokets anda number of attachments
including the Family Preservation Services Standappéndixill) and relevant assurances

(AppendixiV).

The INFP8&ontractsobligate the provider tsubmit reportsii K & aYdza G O2ydl Ay | f
information requested by ta State and must conform to the format and content of the
NBELIZ2NIAY3I LINPOSRAzZNE ALISOAFASR o0& GKS {i0FGSo¢
G§KS SELISOGlIGA2ya 2F LINRPOARSNEQ Y2y (iKfe& NBLRZ NI

oMonthly reports are due by the 10th of each month following the month of service
provision, unless requested earlier by DCS. Case documentation shall show when report is
sent and include: a) Provider recommendations to modify the service/treatment plan b)
Discuss overall progress related to treatment plan goals including specific examples to
AffdzaGNI GS LINPINBAADE

7 A

5SGIAfAa 2F GKSAS FTARStAGE NBLRNLIa OFy o6S F2dz/F
Lastly, DCS monitors fidelity by conducting aualitesvery contracted service provider once
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every four years. Thease record documentation required for these audits is detailed in the INFPS

Service Standardthe entirety of Section VIl in the INFPS Service Standard can be found in Appendix

Il of thisdocument.A more concise description of these requirements can be found in the

' dadzNF yOSa LINBaSYiSR ¢6A0GK GKS wCt F2NJ LbCt{Y d¢KS
indicating time spent with the clients, documents provided to the referring Depant of Child

{ SNBAOSa IyR NBFSNNIf F2N¥a 0(GKFG FdziK2NAT S &ASNIAC
entirety in AppendixV of this document.

/| 2y 0N OG2NRE 2F GKS 9.t Qa FT2N) sKAOK ¢S aSS{1 I LILINRCC
model holder of the EBP. The only service ifhatot constantly moniteed by a model holdeis

Motivational Interviewing. Details on how model holders determine fidelity for each service can be

aSSy Ay SI OK &S NIDABSctvide Descriptivh dnd @uersightO G A 2y dzy RS NJ

INFPS Fidelity Checks

To ensure that INFPS is used to fidelitgianahas worked with service providers to properly
document EBPs being used with families receiving Family Preservation. This process involves three
independent steps. First, by the 1®f each month, providersnter all EBP information into a SurveyMonke!
link. The provider will enter each EBP used with a family in the monthly reporting period for each focus
on the Family Preservation referral. The provider will enter case IDs, referral IDs and chuldalDsases that
received services the prior month. Furthermore, providers will enter in the date that they first received tr
referral and the first date of contact with the family. When entering EBPs, the provider will be asked a st
of fidelity questions tied to the specific model being used. Depending on the model, there are two or thre
fidelity components tied to the participants the model is beirsged with, the amount of time the model was
used with a participant in a given period of time, ahdt the model was used by an individual with the prop
education or training experience. The EBP fidelity components were taken directly from the California

Evidence Based Clearinghouse (CEBC) website.

The second step to ensure INFPS fidelity is toyalifinformation entered by the provider in the
SurveyMonkey. From February 2021 to May 2021, survey responses were downloaded once each mon
June 2021 onwards, survey responses were downloaded every other month. The survey responses wel
cross validated with monthly reports that that the providers upload into the DCS case management systt
a provider entered that they used Motivational Interviewing with two children in a given month, two thing
would be checked. First, the two children mbeg verified as focus child on the referral/case. Second, the
monthly document must clearly document the usage of Motivation Interviewing. If the information was
entered correctly, the provider would not have to take additional action on the specific Easeever, if there
were any errors identified, such as a missing child needing entry or an EBP that was used in a monthly
but not entered into the survey, the provider would be asked to resubmit the missing information. Notes
kept andtrackedby DCS research analysts to make sure that any inform@t@riinuedon next page)
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requested of providers could be followed up with. Every other month DCS would send providers individual ¢
updates with cases/referrals that need to be corrected.

The final stage to ensure INFPS fidelity is to clean all data entered and trackuialdiidelity measures in
R StudioDue to providers entering data on a monthly basis, it is critical to make sure that all data entered fo
case is entered uniformly. This process includes checking all ID numbers and dates entered in the SurveyN
and make sure they are uniform across all entries. If a date field or ID number was entered incorrectly, DCS

research analysts would change the field to the correct value. After checking data for each case was entere
correctly, the three fidelity measureuld be tracked and monitored accurately. The three measures include:
Are providers with an INFPS referral only using evidérased services ranked as promising practice or higher
the CEBC2) Are providers with an INFPS referral using eviddrased services according to the individual
Y2RSf Qad ASNIWAOS A& ddny Do tdRiliesiaSapted for ai IKFEPS referral rdceive attatace
contactwithin three daysof the acceptedreferral date?

E.Prevention Services

I. SelectionProcess

DCS has consulted with internal and external stakeholders across the state. Specifically, DCS has
collaborated with other state agencies including the Family and Social Services Administration
(FSSA) and the Indiana Department of Health (IDOH).ddhbese state agencies administers
health programsincludingmental health and substanceabusepreventionand treatment

services in Indiana. DCS has collaborated with other public and private ag@ncieding
communitybasedorganizations) with expé&nce administering child and family services to
foster a continuum of care for children, parents and caregivers receiving prevention services.
Select executive staff traveled the state in 2019 to discuss FFPSA vision and planning with
stakeholders includig community members, court personnel, service providers, court
appointed speciahdvocates, foster parents, community mental health providers, juvenile
probation officers)ndiana legislators angbuth/families withexperience witlthe system.

Prevention services provided for or on behalf of a child and the parents or kinship caregivers of
the childwill be coordinatedwith other childandfamily services providetb the family under

the state title I\VB plan. DCS partners with Healthy Famiinesana, as well otheprevention

services providers, through Indiana Family Preservation Seriiceseservices ar@art of a
strategicplanto maximizeresources supportedy Title IV-Band TANFHunds,prevention
servicedundingand publichealthfunding.
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DCS created an FFPSA workgroup that met throughout 2020 and 2021. The following members
discussed-FPSAnplementationandidentified gapsin FFPS&ompliancehroughout2020and

2021. The workgroup was integral to tracking and adjustieps and closing the identified

gaps inL Y R A thijdkvelfadre system.

Table 4. FFPSA Workgroup Participants

FFPSAVorkgroup

FFPSAVorkgroupCoordinator:HeatherKestian

Name

Representative

Agency/background

AngelaReidBrown

IndianaOfficeof CourtServices

Judiciary

BailyTrueloveCargal

Parent

Memberwith lived
experience

Cassondr&inderman

Homevisitingprogrammanager

IndianaDepartmentof
Health

ChristinaCommons

FirstStepsdirector

Familyand Social
ServiceAdministration

DemetriceHicks

Livedexpertisewith fostercare

Memberwith lived

expertise
ElenaDelLaCruz Preventionservicegrovider Bowen Center
ElisabethS.Wilson Evaluatiorplanning DCS
GaelDeppert Magistrate,Marion County(Indianapolis) Judiciary
HannahRobinson Preventionservices manager DCS
HarmonyGist Stafftrainingand developmentstaff DCS

Jessicdeyoe

Nursefamily partnershipadministrator

IndianaDepartmentof
Health

KarenHaydenSturgiss

Kinshipcare/field operationsstaff

DCS

KarenMikosz

PokagorBandCitizen

PokagorBandof the
PotawatomiTribe

KaraRiley Officeof DataManagement DCS
KellyBroyles Fieldoperations DCS
KimSpindler Legal DCS

26| Paage




KyleHorine Probationserviceconsultant Juvenilelustice

LizDay Preventionservicegrovider Lifelinelnc.

Matt Gooding Residentialicensingcoordinator DCS

MelissaNorman Preventionservicegprovider Choice<Coordinated
Carelnc.

MichelleMadley Gibault QRTRrovider

RacheFisher Communitybasedprovider(servicecontinuum) | CommunityMental
HealthCenter

ToddFandrei Administrativeservices DCS

In January 2021, a draft of the-B/Prevention Plan was shared broadly with internal and
externalstakeholders. DCS gathered feedback through email and virtual meetingshBx€8
and discussed the {E Prevention Plan with the Pokagon Band of the Potawalkeeswiership in
February 2021. Through this meeting, DCS and the Pokagon BandRuftéveatomiTribe will
further discussa Title IV-ETribalAgreementsothat childrenandfamilies whoare Pokagon
citizenscanaccess services throughy R A Titié V-BRreventionPlan.Changes were made to
the IAE Prevention Plan to addrefeedback anddapt the plan to better meet the needs of
Hoosier families. Indiana @@mmitted to continually reviewing feedback on theEWPrevention
Plan to improve service delivery andtcomesfor children andamilies.

Rationale for service selection incorpordtthe Indiana families we want to target, the
service needs of Indiana famili@ndthe populations for which the service produgassitive
outcomes. Table bn the subsequent paggemonstrates each of these per EBP for which
Indiana seeks approval.

Table5. Target Population AlignmentperEBPY ! t Ay YSy i gAGK LYRAFYIlI Qa 9@l f dzf

Evidence LYRALFYLlF Q& ¢I N Populations for which the EBP hiasmonstrated Effectivand Relevant Outcomes
Based Progran
HFA High Risk families with youn - High risk families in Hawaii (Duggan, 2004)
children (O to 5). - High risk families in New York (MitchElkertzfeld, 2005)
- First time mothers (DuMont, 2008)
FFT Families with disruptive - Delinquent youth ages 08 (Humayun, 2017)
youth ages 11 to 18. - Delinquent youth mean age approx. (Gelinska, 2013)
- Court involved youth (Celinska, 2018)
- Runaway youth (Slesnick, 2009)
- Delinquent youth (Baglividackowski, Greenwald, & Wolff, 2014)
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TECBT Children with trauma and - Sexually abused preschool children (Cohen, 1996)

their parents. - Children age 44 years old with sex abuse related PTSD (Cohen, 2004)
- Children age -7 years with trauma (Goldbeck, 2016)

- Children age 148 with trauma (Jensen, 2017)

- Children age ® with trauma E&heeringa, 2011

- Children with traumgSmith, 2007)

M Families in which a caregive] - Heavy drinking students, mean age approx. 19 (Carey, 2006)

- Adults with alcohol dependence (Frey&dam, 2008)

- Adults with alcohol dependence (Gentilello, 1999)

- Incoming college freshmen below age 19 (Marlatt, 1998)

- Young adults ages 16 to 4i§zGomez et al., 2019)

- Nonpregnant adult women, mean age approx. 28n&altMkosi, 2013)
- Adults with substance use disorder (Saitz, 2014)

- Women age 184 with reported use of marijuana (Stein, 2011)

has substance use disorder,

PAT High Risk families with youn - High risk families including CPS referred families at approx. 21%
children (0 to 5). (Chaiyachati, 2018)

- High risk families (Wagner, 2001)

- Lowincome parents and children (Wagner, 2002)

Rationale for service selection also incorporated how the service needs of Indiana families align with
the proven outomes produced by the EBPable6 below demonstrates each of these per EBP for
which Indiana seeks approval.

Table 6. Indiana Needs and EBP Outcome Alignmiegt ! £t Ay YSY(d G6AGK LYRALFYIlIQa 9@t

EvidenceBased Program LYRAIFYLFQa { SNIAOS | Evidence thatthe Program Meets that
Need
HFA Indiana families demonstrate the need fq Athird party evaluation of Hhowed

basic parenting education and support. | improvement in many relevant areas
60% of families assessed for HFA set | (Healthy Families Indiana 2020 Evaluatio
unrealistic expectations for their child. Report, 2020)Parents became more
Indiana families demonstrate a need for | responsive to their children (95.7%),

this program at a volume over twice that| understoodi K SA NJ OKA f RQa&
of current capacity. (95.1%), became more involved in their
OKAftRQa ftAFS FyR OF
(88.3%), and created appropriate home
environments for their children (76.5%).
Parents also addressed poor behaviors o
the part of the child ad parent (65.6%),
became more effective parents (58.3%),
learned to mobilize resources (71.2%) an
problem solve (62%), as well as
strengthened their own social supports
(58.5%).The evaluation can be viewed in
its entirety inAppendix XXI.
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FFT Indiana fanilies demonstrate the needfof CC¢ Kl & 0SSy aKz2gy
help parenting children with unmet behavioral health (Celinska, 2013;
behavioral needs. CANS assessments o Humayun, 2017; Celinska, 2018). S&gcbf
Home children reveal that many ofthese CC¢ Q& A YL} OG 2y RSt
children experience challenges with found improvements in depression
Adjustment to Trauma (92%), symptoms, substance use, delinquent
Anxiety(37%), Depression (36%), behaviors and negative consequences arn
OppositionalBehavior] (24%), Anger reconvictions for delinquent youth
Control (23%), Conduct (20%), Impulsivi| (Slesnick, 2009). FFT has also been shoy
or Hyperactivity (20%), Intentional G2 & dzLJLJ2 NI virdnknént tiddudht
Misbehavior (13%) and Delinquency improving family conflict skills and reducir
(10%). verbal aggression (Slesnick, 2009).

TRCBT Indiana families demonstrate the need f¢ TFCBT has been shown to improve child
specialized services for children who hay functioningfor children who have
experienced trauma. In a child welfare | experiencedrauma in accordance with the
context, trauma serviceare especially intended and proven treatment
important due to the traumatic nature of | effect(Cohen,1996; Cohen, 2004; Goldbe
experiencing child abuse and neglect. Irj 2016; Jeren, 2017; Jensen, 2018;

2021, 17% of children with {Home cases| Sheeringa, 2011, Smith, 2007)-TBT has

had CANS assessments indicating also been found to improve caregiver

confirmed maladaptation to trauma, and| empathyand understanding of their

an additional 65% had CANS assessmel children who havexperienced trauma to

indicai Ay3d GKS OKACf RQJ prevent repeat maltreatmenandallowfor

needs to be monitored. the childto remain in thehome in
accordance with the intended and proven
treatment effect (Cohen, 2004).

MI Indiana families demonstrate the need fq The Title IME clearinghouse lists the
substance use treatment. 25% of reporty following studies demonstrating the
to DCS involve substance use disorder. | effectiveness of Ml in treating caregivers
64% of removals are at least in part due| specifically for substance use: Carey, 200
caregier substance use disorder. FreyerAdam, 2008; Gentilello, 1999;

Marlatt, 1998; RendalVikosi,2013; Saitz,
2014; and Stein, 2011.
PAT Indiana families demonstrate the need fd In particular, families including neatina

basic parenting education and support.
60% of children with DCS Prevention ca:
experience challenges at home with fam
functioning. 16% have parents struggling
to get child care and 44% have parents
who demonstate inadequate parenting
knowledge.

mothers became more organized,
responsive to their children, utilized more
appropriate discipline, and were more

I OOSLIiAYy3a 2F GKSANJ
1999). A recenstudy found that families
receiving PAT were 22% less likely to hay
substantiated allegations of maltreatment
(Chaiyachati et. al 2018). PAT was
particularly effective in reducing
substantiated allegations of neglect.
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DCS Prevention Service Degtions

F.ServiceDescriptionand Oversight

DCS, in partnership with service providers, will assess children and their parents or kin

caregiversvho live in Indian#o determine eligibility for the appropriate use of Title &V

prevention services. D@8l provide access to several evideAzased programs in a

concerted effort to keep familiemgether. In determining which evidend®sed programs to

offer as part of the Title FEEPrevention Plan, DCS consulted with providstakeholders,

court partners DCS employeeandfamilies/youth with lived expertisas described in section

E.i. of this documenb determine a comprehensive service artagt would meet the needs

of children, families and kin in IndianBable 5 below presents each of those progsathe

LINEIANFY OFGS3I2NE FT2N) 6KAOK GKWRAI yiI QF SISH @A i K SA
Clearinghouse, and expected outcomes in Indiana

Table7® LYRAFYIFI Q& t NBOSyuAzy {SNIBIAOSa

Prevention | |ngianaEvidenceBased| 'l I\éE Prevention | gy pected Improvement in
Program Programs (oefvices - Outcomesin Indiana
Categories ClearinghouseRating

Reduceiskof repeatchild
maltreatment throughimproved
family functioningfor families in

which there idisruptiveyouth
FunctionaFamily behavior.

Wellsupported
Therapy(FFT) Improved parenting anéamily

functioning sahe youthcan
safelystayin the home.
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Mental Health
Treatment

TraumaFocused
Cognitive Behavioral
Therapy (TFCBT)

Promising

Improvedchildfunctioningfor
children who havexperienced
trauma.

Improved caregiver empathgnd
understanding of theichildren
who haveexperienced trauma to
prevent repeat maltreatmenand
allowfor the childto remain in the
home.

Substance Abuse
Treatment and
Prevention

Motivational Interviewing
(M1)

Wellsupported

Facilitate positive changeith
individuals and withirfamilies to
addressproblemsthat present
safetyrisksto childrensothe
childcanremainsafelyin the
homeandavoidrepeat
maltreatment.

HealthyFamiliesAmerica
(HFA)

Wellsupported

Improve child safetyhrough
focusingon healthyattachment
and bondingoetweenparents
andtheir young children.

In-home, Skillbased
Parenting®rograms

ParentsasTeachergPAT)

Wellsupported

Prevent child abuse antkglect
through increasegharent
knowledge of earlghildhood
developmentandmproved
parenting practices.

Many families receive important prevention services before ever reaching DCS in the form of a

report or referral. Indiana seeks approval for tHindiana as a Title {& Prevention program. Where
involvement cannot be avoided due to safety conced§Sas an important family preservation
program INFRSvhich is designed to provide all that could be needed to support a fagoidycrete

supports and an¥BP the family could neea order to maintain the child or children safely in the home.
Indiana doesot request approval for INFRS Concrete Supportas part of this prevention plamndiana
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seeks approval for FFT,-TBT, Ml and PASE prevention servicgs | f f 2F gKA QK | NB
families with inhome casesinder theumbrella of INFRS

HealthyFamiliesAmerica(HFA)/HealthyFamiliesindiana(HFI)
Indiana seeks approval for HFA/HFI in IndianaBfel\\E Prevention prograrfor
in-home, skillbased parenting programs

Service Description

Healthy Families America (HFA) is ratedva-supported with the Title NE Prevention
ServiceLlearinghouse. HFA is a howisiting program for firstime parents and their children
with services being provided from before bittlp to age 5HFAIs designed to promotehild

and parent health as well as reduce risk by supponiogjtive parenichild

relationshipshealthy attachmentand improved family functioning:hisoccursthrough a

variety of servicemcluding child develapent, access to health care and parent education. The
program alsadvocates for positive, nurturing, nernolent discipline of children.

Thegoalsof HealthyFamiliedndianaareto:

1 Systematicallgngageamilieswith multiple stressoran home-visitingservices
prenatally or at birth.

Sustaincommunity partnerships.

Promotesafeenvironmentsfor childrenandfamilies.
Cultivateandstrengthennurturing parent-child relationships.
Promotehealthychildhoodgrowth anddevelopmentthrough parentengagement.
Enhancdamilyfunctioningby reducingriskandbuildingprotectivefactorsfor optimal
childhoodoutcomes.

1 Providestaffwith the training andsupportneededfor their professionalvell-being.

= =4 4 4 A

Please se the Healthy Familidadianaweb pagefor more information on HFI in Indiana
https://www.in.gov/dcs/2459.htm

Program Model

Best practice shows that providing education and support sertacparents around the time
of birth and continuing afterward significantly reduces the risklafd maltreatment. Indiana
will use the following manual for HFA/HHealthy amilies America. (2018est practice
standards Prevent Child Abuse America; Healthy Families America. (Za8)/multisite
system central administration standard3revent Child Abuse America.
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Healthy Families America has supportive services that cam Ipeginatally and continue until
the child is 5 years old. For the first six mondifter birth or enrollment (whichever is later),
families are offered at least one-tome visit peweek, approximately an hour in duration.
After six monthsfamilies may move to less frequewsits (biweekly and then monthly).
Movement to less frequent visits depends on the needs djressof the family, andin times
of crisis,visitfrequencycanincreaseto properlyaddresghe needs of the family, ense safety,
and mitigate risks.

The HFI Eligibility Process

To be eligible for HFI, families must be referred either before or shortly after the
birth of the target childFamilies can refer themselves or can be referred by
another entity, including DCS. Once referred to HFI, a familst beidentified as

at increased risk for child maltreatment as determined by #ROGHKamily
Resilience and Opportunities for Growth Scatejrder to receive services
Referred families are initially screened by HFI assessment staff using the eight
item screen rating. A positiv&creen on the eighitem screen is one part of the
determination for eligibility for service#. a family screens positive on the eight
item screenthe FROGs offered to the family. ThEROGncludes an irdepth
conversational interview by a HFI fanmigsource specialist with expectant or

new parents to learn about their individual experiences, competencies and
strengths. HFI staff members are trained to engage the family conversationally,
weaving inl4 areas of focusi(he Family Environment, Perceptiohthe Child

Infant and Child Development, Plans for Discipline, Child Protective Service,
Positive and Stressful Childhood Experiences, Behavioral Health, Mental Health,
Stress Level, Social Connections, Intimate Partner Support and Conflict
Managementand Concrete Support Servigeéfter the assessment interview,

the HFI assessment staff and supervisor review the results. Those families
determined to be high risk are offered HFI services.

Target Population
LYRALF Y Qa G NAAIShighigklfadzlids with goying #hiddieindiaBatrends
with the United States generally in that young children and infenter care at higher rates

2DCS is aware that Title NE prevention funding and claiming is available only to children whe teeen born or to current foster
youth who are pregnant/parenting. As such, DCS will claim TitkEI#inding only for those children who have been born or for current
foster youth who are pregnant/parenting and whose families have otherwise met dlltlherE prevention plan requirements. DCS
will claim only when the child and family have been determined to be Title prevention plan program candidates. (See also the
Service Description and Oversight section of the Indiana Titl& Rfevention RIn above for more information.)
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than older children because of their vulnerabifCS Internal Reports, 202Programs
focusing on young children like HFA, with the goal of maintaining children safely in the
home,are important to ensure safety and redudeetneed for and precipitation of
removals.Families of children with increased risk for maltreatmenbtrer adverse childhood
experiences arene of thetarget candidates for HFAIFI provision to DCS involved families is
addressed at the end of this gemn. Outside of DCS involvemethg target population is
identified by HFI using an eligibility process that incorporates a combination of several
assessmentand can be read in detail in thelowT S| G dzNE a¢KS | €L 9t AIAOA
We know quitea bit about the population of parents receiving HFI. Below Tahlisplays the
RAAGONAROGdzAAZY 2F FI YA ASa These NInSaRs will Bot stirkts  LINA Y I N.
MnE: 0SOl dza S asaréudknadin. N&anyy B0vadf famili&s served by HFI in 2020

were in a single parent household.

Table8. Distribution of HFI Families by Parent Age

AGE Number of Families Percentage
1319 889 12.14%
19-29 4,438 60.62%
30-39 1,809 24.71%
40+ 162 2.21%

While about a quarter of families served by HFI are employed, only ab&dtl% ofamilies
have a primary parent employed full time. TaBlbelow demonstrates the most common

employment status for primary parents unemployment.

Table9. Employment Status of HFI Families

Employment Status Number Percentage
Not Employed 1674 22.87%
Employed Full Time 1,033 14.11%
Unemployed Not 891 12.17%
Seeking WorBarriers

Employed Part Time 728 9.94%
Unemployed Seeking 504 6.88%
Work

While the assessment of parents provides a great deal of context for what fameiielsing HFI
are experiencing, referrals HFl makes for more specific sem@rebelp us better understand
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the needs of these families. In 2020, 6,524 referrals were made to provide food to the family,
another2,796 for emergency assistance an@25 forfinancial support.

61.69% of families receive services poatally, meaning &least onechild is in the home40%

of families served by HFI are fitghe parentsand may lack the knowledge needed to parent
appropriately In fact many of these parents have poor examples of parenting appropriately,

themselves having a history of child abuse at a rate of 34.18%, 24.46% bfrepactedly have

I GKAAG2NE 2F 09A0LI &0 FraidSya alyssS y1i a0 KMAYTRRSIEF S G K
have rigid, unreasonable expectations for their child (DCS Internal Reports, 202020, HFI

also found thatl7.37% of families punished their child harsiWhile 9.01% of families have

had an incident of interpersonal violence in the year prioassessment, most of the concerns

identified by HFI regard knowledge of appropriate panegti

Unmet Community Needs: Expanditf~| with Title IVE Dollars

1 In 2020, nearly 36,000 Indiana families were referred to HFI. Of these, ¢
15,507 wereable to be contacted and screened.

1 In 2020, 96.2% of families screened hagbasitiveg screen indicating that
parents struggledne of the items on the 8 item screen

1 However, only7321(less than halfpf those were subsequently assessed,
and §510were offered services.

| Cslinipact on Indiana families is limited by the funding available to the progi
Currently the program is funded in part by TANF (for Félidfible families),
MIECH¥ Y R LY RAI y I OQdal sitéslaré SarefuldaRs&ve thenumber
families that they can with the resources they have. Our intention reach and
in the meantime approach meeting the total need of Indiana families for the H

program.

A Note onEnrollingChild Welfare Involved-amilies in HRlp to 24 Months

HFA has allowed enrollment of children up to age 24 months @at8if the child is involved
GAUK OKAfR ¢gStEFINB® ! OO2NRAY3I (2 1 C!l Qa ¢gSoaAi

N
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able to extend enrollment for families with a child up to 24 months of age referred by the child
gStEFINB aealdsSyo ¢KAa Aa A gigntodRerderyicdésupoth&k G KS Y2
time the child i years of age. Consistent with HFA requirements, voluntary services will be

offered for a minimum of three years, regardless of the age of the child at intake, and support

will be tailored to the unique8 SRa 2 T SAddtionafinforiatior cdrébe found here:

Protocols for Working with Families referred from Child Welfare (healthyfamiliesamerica.org)

Easterbrook&013 study of HFfound outcomes effective for a sample that at (I2 months
post-enroliment)included children who were on average 12.05 months old with a standard
deviation of5.27 months, indicating enroliment after birth to lsemmon and appropriate.
Easterbrook&€2019 study of HFAcluded a sample with child welfare involved families.

Childen in the HFA group who received 1 CPS report were less likely to receive a second report
compared to the control group, and when they did have a second report there was a longer
period of time between the initial and second CPS replts study was calucted on child

welfare involved children after the implementation of the CW protocol, indicating the
effectiveness of this program for children enrolled in HFA between ages three months and
twenty-four months asallowed bythe child welfare protocof SS Q& wHnanmy S@IF f dzk GA 2y
Families New York also found that a subgroup of families involved with CPS at HFA enrollment
experienced significant reduction ofaltreatmentrecurrence.

Implementation Plan

HFA has been debred in Indiana for many years and is a critical aspect of prevention in
Indiana.Healthy Families Indiana (HFI) celebrated 25 years of service inf2BAds available
in all 92 Indiana countigsee the Prevention Services Dashboard, which is avaliabi®from
31 local HFI providers to parents of children birth to 3 yearshid has a close relationship
with HFAas an accredited Multi Site that is centrally administerétFl has aastablished,
positiveimage among Indiana familigdFiserved 6,510 Indiana families in 2020.

Indiana will use adaptations to HFA when children and families are involved in the child

welfare system. Therefore, when a family has been assigned an FCM and have an open DCS
involvement, the HFA child welfare protocol (CWP) will be used. DCS has 11 HFI agencies that
are contracted for Indiana Family Preservation Services and serve child welfare families using
the HFA CWP. When using the HFA CWP, families can enroll in HEfewithildren who are
between birth and 2 years old at the time of initial enroliment. Infants and toddlers through

age 24 months are the most vulnerable to abuse and neglect because of their level of need.

In Indiana and the U.S. more generalhiyfantsand toddlersyounger thar2 aremore likely to

be confirmed victims of abuse or neglectmoved from the home, and experience a fatality or
YSENI FralrtAGe o0a¢KS 'C/ ! w{ wWSLENI C,HAMPES HAN
through HFA is to mafain a child safely in their home of origin, and our expansion to 24

months is appropriate in this contekecause thisge grougs particularly vulnerable and
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more likely to enter foster care (DCS Internal Reports, 20Rik)also important to note tht

the CEBC lists HFA as a program for parents and caregivers of children up to age 5 (CEBC,
2019).Indiana child welfare has followed the direction of HFA regarding its expansion to
24monthsin] C! Q& 2 F T A OA | f forlthe field)of lchildw2IfareActomingao0 2 f
HFAG/ 2y aAAAGSYyd 6AGK | C!' NXBI dzA NB Y & yhimiddm ofi dzLJLJ2 NJi
three years, regardless of the age of the child at intake, and as a model originally designed to
support families with children through age 5; this allows sites to enroll families referred by
OKAf R 4SSt T NB dzLJ hitgs:/Mva SealthpfamViesamierica ofgprotocplS S
child-welfare/). The expansion of enrollment to 24 months also allows for a full dasge
years)of HFAtreatment to families involved in child welfar&€his maximizes eligibility of

Indiana families while remaining in compliance with the standards pétmA.

Fidelity

HFlisaccreditedby Healthy Families America as a msite statewide programand is

overseen on an ongoing basis by HFA. TheSi&#dards for Multi Site Central Administration
such as in Indiana can be read in their entirety in AipeXVIIILY RA Iy I Qa | CL aAdGSa
to two separate sets of standardsirfgle site standards and multisite central administration
standards), as well as HFI standards and individual site poltfi¢s®nd HFA conduct annual

site visits to eacliFI siteand provide a site summary report to show any standards in or out of
adherence for the last year. HFI is contracted with a consulting group to condatityQ
Assurance with each individual site on the individual standacdsnet. A redacted samie of a
site summary report can be read in Appendix XIX, and the QA plan for HFI can be read in
Appendix XX.

HFA accreditatiomccurs on a cycle. Indiana will beaecredited in 2022. Changes resulting
from the accredation processand other upcoming ipprovementswill require a resubmission of
this document. We intend to resubmitany changes are made to the QA ptarto any HFI

A ML oA

policies] CLQ& Aydl18 d22t Aa SitwsSdirSubmitiathattifae y 38 Ay

Outcomes

Recent evaluatins of HFA have demonstrated its strengths in the elkidfare context. The
most immediately relevant findings are thetiildrenof parents in the program have been
found to receive fewer reports and after more time had pas@easterbrooket al., 2019)as
well as fewer substantiated reports of physical abuse or neglect (Lee et al., P@i&yts were
found to parent less harshly (Rodriguez et al., 20409, utilize less physical and psychological
aggression (DuMorset al., 2008).

HFlitself was evaluated in 202@overing performance of HFI from 10/1/2019 to 9/30/2020
This evaluation demonstrated that
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T AYAEtASAaQ | ha9 hNBFYAT I bvetiyie idtdedpddgidmt S & 02 NB a
(88.3% of families)
1 B YATASEAQ | 2 Sitpréavsleyai@classiSedtion as an Area of Concern
(76.5% of families)
1 Parent/Child Behavior improved beyond classification as an area of Concern (65.6% of
families)
1 Parenting Efficacy improved beyond classification as an area of Concern (58.3% of
families)
1 Responsiwy of parents on the HOME scale improved (95.7% of families)
1 Learning Materials and Involvement subscales on the HOME improved (95.1% and
90.3% respectively)
1 Social Support Subscale of HFPI improved beyond classification as ah@os&ern
(58.5% of families)
1 Mobilizing Resources improved beyond classification as an area of Concern (71.2%)
1 Problem Solving improved beyond classification as an area of Concern (62%)
The evaluation can be read in Appendix XXI. HFA has proven outcomes in Indiana and an
ongoing process for improving those outcomes as well as the processes to reach them.

LYRAFYIFQa f23A0 Y2 pathiaysfeadidy trgoRitdGutddmgsREly 3 (1 K S
served families can be viewed below in Fig2ire

Figurel. HFA Logic Model
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IndianaFamilyPreservationServicegNot YetRated,EvaluationPending)
Indiana is not requesting approval for claingnTitle IVE dollars in the provision dNFP &t this time.

DCS has built a framework of services and outcome expectationsdiena Family

Preservation ServicdtfNFPS). DCS has built a comprehensive service standard adieémer
model designd to properly identify, assess, engage and provide appropriate evideased
programs to children and families in an effort to keep families thriving together safely. Indiana
Family Preservation Services are services designed to work with families tealh&e an

incident of abuse and/or neglect, where DCS believes the child(ren) can remain in the home
with their caregiver(s) withhe introduction of appropriateservicego the family. Theservice

shall include assessment ciild/parent/family resulting in an appropriate service/treatment
plan that isbasedon the assessedieed. Thegoal fortheseservicedsto preservethe family

and avoid removal of the child(ren), provided it is safe for the child(ren) to remain with thei
ARSYUGAFASR OFNBIAGSNHBEAUVLSDP { SNBAOSa Ydzad 6S 0O2Y
needs. All services delivered under this standard must have as a foundation at least one
evidencebased practice that is classified at a minimum @samising practice on the CEBC
(http://www.cebc4cw.org). These services must beme-basedand mustmonitor and
addressany safety concerns for the child(ren).

ConcreteSupports(Bundled with INFPS)
Indiana is not requesting approval for claiming Title-B/dollars in the provision of Concrete Supports at this time.

Concrete supports are a pivotal piece of INFPS and multiple evidersesl family preservation
programs(Fraser et al., 1997). R019,DCSusedTitle IV-Efundsto conductan evaluationof
concretesupportservices irndiana(asrequiredby the IV-EWaiverDemonstrationGrant). The
evaluation found theauseof concretesupport spendingncreases placement stability (Winters
et al., 2020). This finding wased to support the addition of concrete supports as a part of
INFPS as an evidenbased approach that has been shown to effectively stabilize Indiana
families.

Providers of this serge will be expected to address any concrete supports the familyf has
failingto addresgheseneedswouldresultin the child(ren) having teve removed from the
home in coordination with the child and family team as dictated by the INFPS Setarciard.

Example®f concreteassistanceare:
1 Solvinghousing issues sua@soverduerent whenthe familyisfacing areviction.
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1 Resolvingastdue utilities that couldresultin electricityand/or gasto the
homebeing suspended, creating amsafe or unsuitable living condition for
the child(ren) (e.qg., lack of heat during winter months, or water service being
shut off).

1 Providing acceg® essentials suchsfood andclothing.

1 Connecting with other concrete supports as needed to keep thalyantact
(e.g.transportationassistance).

Concrete supports will be evaluated under the INFPS evaluation through two key outcome
guestions: how does the use of concrete supports on an INFPS referral impact the number of
children removed and how does the use of concrete supports on an INFPSIriefgaat the
number of children with a subsequent substantiated allegation of abuse or neglect? While the
evaluation relies on administrative data, this administrative data is the most likely to be
accurate. The tracking of families who receive concref®msus is completed by providers who
are asked to complete a form each month. These forms are sent monthly to
ChildWelfarePlan@dcs.in.govhe Regional Services Consultants are available to help clarify
when the usage of concrete assistance is required and assist with recording it on the form to
ensure accuracy. DCS has the ability to measure the spatifiant of concrete assistance that
specific families receive during the course of their involvement with INFPS.

Indiana seeks approval for the remaining services in this section under the THIB&vention
plan.Please see the table below for a summaf DCS EBP target populatiodignt needs
addressed by the EBP, proximal outcomes and distal outcomes expected from the EBP.

Tablel0. Alignment Table for Program Populations and Outcomes

Model

Target Client Proximal Distal
Populations Need Outcomes Outcomeg
Age Ranges

A Logic Model has been included for each of the follo@ingt. Thése logic models can be found on the pages

accompanying the model name in this table.

FFT
p45

Families Youth L 2dziKQa Children in
with needs behavior the home do
disruptive behavioral improves. not

youth; health Parent experience a
Youth ages services. skills removal or
11to 18 improve
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Parent managing repeat
needs youth maltreatment.
parenting behaviors.
skills
training.
TR Children Child needs Child skills Children in
CBT with trauma mental improve the home do
p49 and their health managing not
parents treatment. trauma experience a
310 18 Parent responses. removal or
needs Parent repeat
trauma skills maltreatment.
informed improve
parenting managing
skills trauma
training_ responses.
M, Families in Parent Parent Children in
p52 which a needs substance the home do
caregiver support use is no not
has addressing longer a experience a
substance substance relevant removal or
use disorder use. safety repeat
concern. maltreatment.
HFA High risk Parent Risks to Children in
p38 families needs the child the home do
0to5 support are not
reducing eliminated experience a
risks and or the removal or
increasing parent has repeat
protective the skills maltreatment.
factors in to manage
the home. the risk.
PAT High risk Parent Risks to Children in
p57 families needs the child the home do
0to5 support are not
reducing eliminated experience a
risks and or the removal or
increasing parent has
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protective the skills repeat
factors in to manage maltreatment.
the home. the risk.

*Distal Outcomes are our measured outcomes.

b. ChildWelfareServiceso SupportMental Health inindiana

FunctionalFamilyTherapy
Indiana seeks approval f6iFTin Indiana as ditle IVE Prevention program for mental health treatment.

Service Description

Functional Family Therapy (FFT) is rated assuglborted by the Title FE Prevention Services
Clearinghouser-unctional Family Therapy (FFT) is a family intervention program for youth experiencing
dysfunction with disruptive, externalizing problems.

Program Model

In addition to its welsupported rating by the Title ¥# Clearinghousehé California Evidence
Based Clearinghouse hatso ratedthe programaswell supportedas adisruptive behavior
treatment, as well as supported as a treatment Burbstance abuse&s abehavioral
management program for adolescengndas analternative to Longlerm Residential

Caret NP I NJ Ya O Res€akkon FBignas airobust comprehensive treatment for
older children and their families.

Families receiving FFT meet with a therapist face to face for 60 to 90 minutes each week, plus
over the phone as needed up &) minutes weekly. Families tend to complete treatment

within three to six months, receiving an averagesfhtto 14 sessions in that tim®ne

continuous feature of FFT delivery is the ongoing attention to risk and protective factors,
making it a model tht works well within the existing child safety framework in DCf&re are

five phasesf FFT deliveryEngagement, Motivation, Relational Assets, Behavior Change and
GeneralizationThe Engagement, Motivation and Relational Assets phases preceding, as well as
the Generalization phase following, each support the easehing goals set in the Behavior
Change phase. This phase addresses the behavioral health of the child, resetsdbetmin

the parents with regard to the child and their behaviors, and introduces skills for both parties
moving forward. Risk and Protective Factors addressed in the Behavior Change phase include
for example:

1 Youth temperament
1 Parental pathology

1 Conflictresolution/negotiation skills
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i Peer refusal skills.

In this way, the needs of the child and parent are addressed together in the context of their
relationship and family environment.

Target Population

The target population for FFT is-1@ 18-yearolds with concerns such as conduct disorder, violent
acting out and substance use disorder. As stated previously, Indiana sup@s8children (DCS
Internal Reports, 20219f 11- to 18-yearold children with ithome casesvhere FFT could potetiy be
utilized. To drill down further tahe needs of this population, we have displayed betelevant CANS
AGSYa FyR GKS LIS NioSepapulaién thathas beéiRidehtijied &aurrergusing
problems or has the potential to start potems

Table 11. Percent of llome Childrerto which FFT Relevant CANS items Apply

CANS ItenCausing Problemsr Needing Percent of IRHome Childrerto whichthe CANS
Monitoring for the Child/Family item Applies
Adjustment to Trauma 92%
AngerControl 23%
Anxiety 37%
Depression 36%
Conduct 20%
Impulsivity/Hyperactivity 20%
Oppositional 24%
Intentional Misbehavior 13%
Delimuency 10%

Implementation Plan

DCS will utilize theET manual, Family Therapy for Adolescent Behavioral Problemsill not use any
adaptations to the FFT model (Alexander, Waldron, Robbins, & Need, EGFI3has been in use in
Indianaprior to implementation of INFPS in 2020. RFa | @ At I 6t S Ay O¥FT2F L
providers are concdmated in the southern half of the state. The specific counties served can be found
onL Yy R A Titié B Services Availability Dashboastiown in Figur& belowor at this link:Workbook:
Title IVE Services Availability in IndiakT has been offered to families under the INFPS umisietia
INFPS was implemented in June 2020.
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https://www.fftllc.com/about-fft-training/clinical-model.html
https://publicdataviz.dcs.in.gov/t/cw/views/TitleIV-EServicesAvailabilityinIndiana_16209985634740/TitleIV-EServices?:showAppBanner=false&:display_count=n&:showVizHome=n&:origin=viz_share_link&:isGuestRedirectFromVizportal=y&:embed=y
https://publicdataviz.dcs.in.gov/t/cw/views/TitleIV-EServicesAvailabilityinIndiana_16209985634740/TitleIV-EServices?:showAppBanner=false&:display_count=n&:showVizHome=n&:origin=viz_share_link&:isGuestRedirectFromVizportal=y&:embed=y

Figure2. Title IME Services Availability in Indiana: Family Functional Therapy

(i = - - agw - - - -
Title IV-E Services Availability in Indiana: Prevention Services MaGLK
Ml Version 2.2 uploaded 9/29/2021
Prevention Services Heat Map Service County Availability
Service Availability County
[ Functional Family Therapy FFT (Well-supported) v| EnNo (All)
i [ ves

Availability

Functional Family Therapy FFT (Well-supported)

Healthy Families America HFA (Well-supported)
ivatic ing MI (Well

Multisystemic Therapy MST (Well-supported)

Parent Child Interaction Therapy PCIT (Well-supported)
Parents as Teachers (Well-supported)

Trauma-Focused Cognitive Behavioral Therapy TF-CBT (Promising)

FFEsesss

© 2021 Mapbox © OpenStreetMap

Fidelity
FFT providers are subject to fidelity monitoring by both DCS and by the model holder of FFT. DCS fide
measures are covered fully in sectiDrii.b.of this documenbn page2l. FFT providers must have a
contract with DCS to provide EFY sample contract is attached in AppenidiXhese contracts bind the
service provider to:
1 Ensure thaFFT is provided to families only émployees qualified to provideFT
1 On the case levelrpvide monthly reports to thé&CMwhich include:
o Providerrecommendations to modify the service/treatment plan
o Overall progress related to treatment plan goals including specific examples to illustrate
progress
Providers aralsosubject to audits every four yeara/hich are described in depth in section D.arb
page 21

In addition to the measures taken by DCS to ensure the model is executed to fidelity, the model holdel
2FT CC¢ AyGSyarpgSte Y2yAad2z2NAR (KS Atjhdztohadisiorof & FFTLIN.
site receiving certification, each site is assigned an FFT National Consultant. This consultant supports
site in delivering FFT to fidelity. é&kly supervision checklists are utilized by clinical supervisors at the
case level to ensuridelity. Three times a year, clinical supervisors report the fidelity of their therapists
to FFT. These are also used as a way to provide feedback and set goals with therapists provitlivey FFT
FFT Certification Map details the support and accountgwh FFT sites in depth and can be found in
AppendixXl
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Outcomes

FFTaims to treatchildren with hidp- need behavior disorders=FT has been shown itmprove

OKAf RNBYyQa 0SKLI @A 2;Munfayuk 301 TCeélinckao201B{f AdZRA $ & 2T MOC (
impact ondelinquentyouth have found improvemenis depression symptoms, substance
use,delinquent behaviorand negative consequences, aratonvictions for delinquent youth

(Slesnick, 2009FFT has also been shown to supportthe éhdd Sy GANBY YSyY (i  ( KNP dz
improving family conflict skills and reducing verbal aggression (Slesnick, 2089).

effectiveness of FFT is also lastgitchas been shown to decrease recidivism

(BaglivioJackowski, Greenwald, & Wolff, 2014)

FFT is expected teduce disruptions associated with the high need behavior disorders FFT is
designedand proverto treat. FFT is also expected to improve parenting &amdily functioning

so the youthcansafelystayin the home.FFT is therefore expected teduceriskof repeat

child maltreatment throughimproved family functionindor families in which there is
disruptiveyouth behavior.

Figure 3. FFT Logic Model
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TraumaFocusedCognitiveBehavioralTherapy(TFCBT)
Indiana seeks approval faIFCBTin Indiana as ditle IVE Prevention program for mental health
treatment.

Service Description

TRCBT is a conjoint child and parent psychotherapy mtmethildren experiencing significant
emotional andbehavioral difficulties related traumatic life eventsTFCBT is rated as well
supported anchighfor child-welfarerelevance per theCEBC.

Program Model

TRCBTis acomponentsbasedhybrid treatment modelthat incorporates traumesensitive

interventions with cognitive behavioral, family ahdmanistic principles. FEBT is usually

administered in 12 to 16 sessions but can be delivémexsfew aseight. Indiana will use the

following manual for 'EBTCohen, J. A., Mannarino, A. P., & Deblinger, E. (206&ting

trauma and traumatic grief in children and adolesce@silford PressDCSwill not useany
adaptationstoTFCBTTF/ . ¢ Q& tw! / ¢L/ 9 [/ 2YLRehdglolvin I yR T2 f 2
Figure 4.

Figured. TFCBT PRACTICE Components and Goals
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Therapy Components & Goals

’ Psychoeducation: Normalize response to N
trauma.
P Parenting Skills: Develop effective behavior
management. Replace maladaptive behaviors
with positive ones. Improve parent-child
relationship.

Skl" Relaxation Skills: Reduce physical
BUIIdIng R | manifestationsof stress and manage distress
related to trauma.
&

Sta b"lty A Affective Regulation Skills: [dentify, express,
and manage a range of emotions.
Cognitive Processing Skills: Recognize impact
of thoughts on feelings and behaviors. Help
C view events in a more accurate and helpful
way. d

L

’ Trauma Narration and Processing: Provide 1
intensive exposure to desensitize to

Trauma T traumatic memories, resolve avoidance
Narrative symptoms, correct distorted cognitions (e.g.
self-blame), and contextualize trauma
i experiences. 4

—
In vivo Mastery of Trauma Reminders: Master

| | trauma reminders and reduce avoidance
symptoms not addressed in TN. (As needed)

1

Integrate

Conjoint Parent-Child Sessions: Address

& C | cognitive distortions. Enhance parent-child
communication. Plan for future reminders.

Combine

E Enhancing Safety: Develop safety plan and
body safety skills

(Penn State University, n.d.)

Target Population

The target population for HEBT isamilies withchildren age$8 to 18who are experiencing
significant challenges due to traumahether or not they meet full diagnostic criterighis
target population is appropriate in a child welfare context due to the trauma resulting from
incidence of hild abuse and negledEvery child with a preventiorase may or may not have
substantiated allegationsf abuse In 2021,17% ofchildren on prevention cases were
identified aseither activelystruggling with adjustment to traumaccording to their CANS
(Childand AdolesceniNeedsand Strengths Assessméffinternal DCS Reports, 2021).
Implementation Plan
TRCBTis already being utilized on prevention cases in Indiana. Bélmure 5 demonstrates thgb
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Indiana counties that house TEBT providerg-amilies in counties with no -TBT providers will be able
to access the service from the provider most closely located to them.

Figure5. Title IMME Services Availability in Indiana: Traurkacused Cognitive Behavioral Therapy

n Title IV-E Services Availability in Indiana: Prevention Services MaGLK

Prevention Services Heat Map Service County Availability

Service Avallability County

Fidelity
TRCBTproviders are subject to fidelity monitoring by both DCS and by the model holdd¥@BT DCS
fidelity measures are covered fully in sectiDrii.b.of this documenbn page 21TFCBTproviders must
have a contract with DCS to provilECBT undethe umbrella of INFR& sample contract is attached
in Appendixl. These contracts bind the service provider to:
1 Ensure thafTFCBTIis provided to families only by employees qualified to proviékCBT
1 On the case level, provide monthly reports to th€ Mwhich include:
o Provider recommendations to modify the service/treatment plan
o Overall progress related to treatment plan goals including specific examples to illustrate
progress

Providers aralsosubject to audits every four yearahich are described in depth in section D.arb
page 21

In addition to themeasures taken by DCS to ensure the model is executed to fidelity, the model
holderof TH . ¢ Ay (iSyaAr@Ste Y2yAlG2NR (GKS cax t Ate 27
Accordng to theTitle M9/ f S I NNn/oRI& fodeied/& certification for TEBT,

individuals must attend two consecutive days of training, complete three treatment cases,

score at least 80% on a certification exam, and participate in falipwupervisoy consultation

with trainers for 612 monthsé TR/ . ¢ Q& Y2 RSt K2f RSNA LINPGARS | ¥
use on their own or with supervisors called tRECBT Brief Practice Checklist. This checklist

can be viewed in its entirety iAppendix XII at the end of this docum&nt 6 dzi ¢ KI (G Qa A YL
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Outcomes

TFCBT has been shown to improve cliildctioningfor children who havexperiencedrauma
in accordance with thentended and proven treatment effect(Cohen,1996; Cohen, 2004;
Goldbeck, 2016; Jensen, 2017; Jensen, 2018; Sheeringa, 2011, Smith, 20Bhdd-also
been foundto improve caregiver empathgnd understanding of theichildren who have
experienced traumao prevent repeat maltreatmenandallow for the childto remain in the
home in accordance with the intended and proven treatment effect (Cohen, ZD@&tment
focus on both child and parent allows for fewer trawmgdated disruptions on the side tiie
child and more skills to manage such disruptions on the side of the pdreatlogic model for
our TFCBT evaluation @cturedbelowin Figure @&s an aid to understanding how-UBT
facilitates positive change for children and families in Indiana.

Figure6. TFCBT Logic Model

Ly Lidzi & h dzii LJdzi & hdzi 02 YS &

¢

2}

"'>~|_|_|>~r(/))'-hzmw'““_
—
-
©

=

N L g .

I OKAfR ¢
AYLINR SR Y
0SKI @A 2 NB §3

RA & idzLde 2

o< —

Q¢ B( D

LLIQJ(:—"?

o n»>
=S

(@)

o — >
H|>*l-h

I OKAEfR |y
gAft KI @S
NBf | a @y a

\<'_h0(_'f7j’0((/)’9

E_.—h
>N K> K o > 0 s, R

ON>"QZ
B

> <,
<m(x

)
w
3

Z— N— () T
T QT O N,

¢
n 9
o
>+
m<m<z
N>
<(D

LI NBy i
ANBEF GSNI OF
RSEE 6A 0K

SEGSNY I

0 SKI @A 20

=
g,(/»m oy
=< = a2

<
P

A
A
A
A
A
A
A
A
A

t
t
w
!
{
/
{
¢
|.
L
¢
/
{
9

<SOMZ<S
—g)<c\)ﬁ-l+

R <, T
- &
H <

L
x

Indiana will be conducting a full evaluation of/TEF ¢ Q& LISNF2NX I yOS Ay LYRA|
umbrella of INFPS. Indiana currerdBeks approval for FEBT in Indiana as a TitleEV
Prevention program for mental health treatment.

c. Child Welfare Servicdgs Support Substance Abuse Treatment and Prevention in
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Indiana

Motivational Interviewing (Ml)
Indiana seeks approval fofl in Indiana as ditle IVE Prevention program for substance use treatment
and prevention.

Service Description

Motivational interviewing is a method of counseling clients designed to prorekavior
change and improve physiological, psychological and lifestyle outcivimgsational
Interviewing (MI) is rated as wedlipported with the Title NE Prevention Semsés
Clearinghouse and the CEBA.is specifically effective treating parents or caregivers with
substanceuse disordersThe goals of the program include increasing internal motivation to
change, reinforcement of that motivation and development of a ptafollow through with the
change.

Program Model

MI aims toidentify ambivalence for change and increase motivation by helping clients progress
throughfive stagesof changepre-contemplation,contemplation preparation,actionand
maintenancelt aims to do this by encouraging clients to consider their personal goals and how
their currentbehaviors might conflict with attainment of those goals. Ml uses clinical strategies
to helpclients identify reasons to change their behaviodarinforce that behavior change is
possible These clinical strategies include the use of opaded questions and reflective

listening. Mican be used to promote behavior change with a range of target populations and
for a variety ofproblemareas .Ml is typically delivered over one to thrsessions with each
session lasting about 30 to 50 minutes.

Target Population

MI focuses on illicit substance and alcohol use/abuse among youth and adults and
nicotine/tobacco use among youth uad18. Ml was last reviewed in November 2019 by the
Title IME Clearinghouse. Because favorable outcomes were consistently found when M| was
applied to parent or caregiver substance use, this is the use for which Indiana seeks approval.

MI is an importantreatment for Indiana children and families to have accessrdiana

families have a significant service need for Ml because of the prevalence of substance use
disorder. About 25% of all reports to DCS involve substamxdisorde(DCS Internal Reports,
2021).Moreover, 64% of removals are at least in part due to caregiver substesgcdisorder
(DCS Internal Reports, 202L)y RA I y I LJ-cNBlyaliga With tfieSsBeRgihs of this
model. The utilization of MI to address suthaceuse disordeamong caregivers is critical for
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enabling changand reducing the number of child welfare involved families across Indiana.

Because@ssions are often used prior to orconjunction with other therapies or programs
INFPS is a partitarly useful prevention framework for providing this service.

Implementation Plan

Fortunately, Ml is already in use in Indiaarad has beeffior many yearsMI is used by INFPS
providers located in 68 of 92 Indiana counties (see the Prevention Services Dashbloardn
Figure §. On the ground, this means that 71 DCS counties are able to refer to a provider within
their county, and another 25 counties arbla to refer to a provider most closely located to the
home county of the family.

aL ¢6la LINPOGARSR LINA2NJ (2 CCt{!> YR A0 KIF& 0
implementation in June 2020. During the INFPS evaluation per@86 thildren or614 cases
were served MI through INFPS referrals to providers. Implementing Ml as a prevention
treatment was not burdensome on the existing system and providers and presents no current
challenges.

Figure7. Title IME Services Availability in Indiana: Meational Interviewing

Title IV-E Services Availability in Indiana: Prevention Services MaGLK
- Version 2.2 uploaded 9/29/2021
Prevention Services Heat Map Service County Availability
Service 7 Availability County
Motivational Interviewing MI (Well-supported) v ‘ B o (Al
O ves

Availability

/‘E Functional Family Therapy FFT (Well-supported)

Healthy Families America HFA (Well-supported)
] Motivational Interviewing MI (Well-supported)

Multisystemic Therapy MST (Well-supported)

Parent Child Interaction Therapy PCIT (Well-supported)

Parents as Teachers (Well-supported)

= < B < P
Rl L

Trauma-Focused Cognitive Behavioral Therapy TF-CBT (Promising)

© 2021 Mapbox © OpenStreetMap

Fidelity
MI providers must have a contract with DCS to prowtleinder the umbrella of INFP8 sample
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contract is attached in Appendik These contracts bind the service provider to:
1 Ensure thaMl is provided to families only by employees qualified to prowtle
1 On the case level, provide monthly reports to the F@Mch include:
o Provider recommendations to modify the service/treatment plan
o Overall progress related to treatment plan goaisluding specific examples to illustrate
progress
Providers aralsosubject to audits every four year&hich are described in depth in section D .arb
page 21Indiana will use the following manual for MMiller, W. R., & Rollnick, S. (201&)otivational
Interviewing: Helping people chanfgrd ed.). Guilford PresB.CS will not use any adaptationsib.

Unlike the other evidenceased models for which DCS seeks approval, MI does not have a
model holder that tracks fidelity to thenodel. MI has no minimum qualifications and no
recommended trainingDCR dutcome-based contractings essential in this context because it
allows DCS to ensure effective service deliv€pntracted providers of Mhanage fidelity to

MI through resources they select. An examgée be seen on page 51.

Figure8. MI Logic Model
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MI Provider Fidelity

A MINT-certified practitionerat onelndianaprovider directs the training and
development of staff providing the service. The provider is a certified member of M
(Motivational Interviewing Network of Trainers) and only utilizes frajrexercises that
have been approved by MINT. Practitioners begin training by attending one full day
training on MI basics. Afterwards, they begin honing their skills in the field and retu
month later for a second full day training on advanced skilldl such as identifying
opportunities to practice change talk in the moment. Following this second training,
clinicians have a X®eek continuation of teaching and folleuwp with both their trainer
and supervisor who is already trained in MI. ThisvEZK curriculum is the same for all
trainees, and when training is complete the-w2ek rotation begins again and
continues as long as the clinician is providing Ml. Eaelekk cycle is guided by the
areas the clinician may need support on or growth in @& identified in ongoing
adzZLISNDAAAZ2Y D hyS @SIENIAydG2 | Ot AyAOAL
feedback.

Clinicians providing Ml must speak to and provide evidence of their adherence to \
standards as described below. These dtams create this evidence in their case notes
which their supervisor uses during supervision to ensure fidelity. Staff notes must n

specific Key Techniques listed below that they have used and give examples in the
case notes. Supervisors review thesetes to ensure that if a clinician notes use of Ml
there are detailed descriptions of what Key Techniques the clinician utilized in their
delivery of Ml to the family. Staff must also be able to name the specific Major Con
that the clinician is wolikg on with each family at any given time. This is also review
by and discussed with the supervisor as each case progresses.

MINT Major Concepts include enhancing confidence, importance of change,
maintaining new status quo, resolving ambivalence, solidifying commitment, and
working through a change plaRlINT Key techniquédsaclude:

Amplifyambivalence

Change talk

Collaboration

Decisional matrix

Develop discrepancy between goi
and values

Envisioning/miracle question
Evocative questions for change
Exploring and resolving ambivaler
Exploring values

Information sharing

1 OARS (OpeBnded Qustions,
Affirmations, Reflections,
Summary)

Offering concerns

Readiness ruler

Roll with resistance and sustain tal
Scaling questions

Selectively reinforcing elements
focused on change

Support autonomy

Support seHefficacy




Outcomes

alL aSS1a (G2 AYyONBIFrasS (GKS AYLERNIFYyOS 2F OKIy3S
Ml focusesormOf A Sy Qad NBIFRAYS&da F2NJ OKIFy3aS GKNRdJzZAK
has that change will occiiBurke et al 2003). Thailization ofMI has shown to have lasting

effects on individuals with both substance and alcohokNggf | § SR LINRPo6f SYa 05 Q!
2018).Specifically, in the context of caregiver substance use, the goal of Ml woiid the

caregiver to be invested in treatmenhd sobriety.The Title IVE clearinghouse lists the

following studies demonstrating the effectiveness of Ml in treating caregivers specifically for
substance ge: Carey, 2006; Frey&dam, 2008; Gentilello, 199Marlatt, 1998; Rendall

Mkosi, 2013; Saitz, 2014; and Stein, 2011.

Families receiving Ml as part of their prevention case would be receiving it because a

OF NBIAOBSNNAE addzoaidl yOS dzaS KlFa LINSASYGSR | a |
commitment to their sobriety, then, eliminates a safety concern facing children in the

household. Successful treatment in this context leads to the proximal outcomes of caregiver
sobriety and child safety, as well as the distal outcomes that are implicated lmngeng

safety of the child in the absence of substance use as a risk factor. These distal outcomes

include our expectation that families receiving this treatment will experience fewer removals
(meaning that children will be assessed to be safe in the idiate future) and fewer re

entries (meaning that children will not #enter the system due to another reported incident).

For clarity, please see our logic model for Ml in Figure 8 on the previous page.

Given the intended and proven strategies of Ml,iséxpected to facilitate positive change
with individuals and withirfamilies to addressaregiversubstance uséhat presens safety
risksto childrensothe childcan remain safelyn the homeandavoidrepeat maltreatment.

ParentsasTeachers (PAT)
Indiana seeks approval f&®¥ATin Indiana as ditle IVE Prevention program forinome, skilbased
parenting programs.

Service Description

PAT is a homeisiting model designed to educate parents on child development and improve
parenting practices for new parents of kids ages 0 to 5. PAT focuses on reducing risk by
building protective factorsPAT builds protective factors by educating parents on child
development and on positive parenting practices, focusing particularly owtaesiparent

and child can do together and activitiggat support the child in being ready for school.
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Program Model

Parents as Teachers (PAsTated as welsupportedwith the Title IVE Prevention Services
ClearinghousgParents ag eachers National Center, Inc. (20I8)e PAT Model centers

around home visits, but also includes screenings and a group connection component. Home
visits occur at least monthly depending on the needs of the faiigyvandexpectantparents,
startingbefore the birth and continuinguntil theirchild reaches kindergarten, may participate in
PATDCS will utilize the PAT mané@alndational curriculumParents as Teachers National
Center, Inc. (2014)oundational 2 curriculum: 3 yeatgough kindergartenDCS wilhot use

any adaptationgo PAT.

Target Population

Indiana trends demonstrate that young children and infants enter care at higher rates than
older children due to their vulnerability. Programs focusing on young childreh tiagt

particular goal of maintaining children safely in the home, are important to ensure safety and
prevent and reduce the need for removals of children from their home of oiRjease see
Section C for more information on the Target population for ghesvention plan.

Implementation Plan

PATIs currently available in six Indiana countias shown in the figure below from the
Prevention Services Dashboard, which is availabie.

Figure9. Title IAE Services Availability in Indiana: Parents As Teachers
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